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Establishment of Fortitude in Young Children 
Toward Dental Office Procedures 
By LaVeta Lehn 


“If you don’t be good I'll take you to the dentist and he'll pull out all 
your teeth!” Memories of threats of the bogey man, the dark closet, the 
policeman—yes, and the dentist, too, remain for many people of mature 
years among the most vivid recollections of their childhood. “Those children 
are legion who take their parents at their face value—until they learn bet- 
ter—and believe them when they threaten to summon disciplinary aid from 
among the bogies.” 

Fear of dental care is not natural. It is acquired, and most of this dam- 
aging environmental attitude is acquired at home. At birth, the child’s 
recognized behavior pattern?® consists of (1) fear, from sudden loss of 
support or on hearing a loud noise; (2) rage, from hampered movement; 
and (3) love, arising from caresses. 

Children naturally follow the conduct patterns of their parents, so it is 
not surprising that the child becomes afraid of all things dental when he 
has heard statements, emphatically made by his parents or older brothers 
and sisters, such as “I hate dentists!” and, with a shudder, ‘That drill just 
gets me!” At times he is subjected to long and shocking accounts of how 
the dentist “just nearly killed” his mother. Of course he learns to fear and 
hate the dentist. Why wouldn’t he? Few children possess the analytical 
power that would discount their mother’s story, realizing that in the exag- 
gerated account of her suffering, she was trying to seem brave. 

Children will be happier and dentists will have solved one of their most 
troublesome problems when parents and older brothers and sisters have 
been educated to realize the everlasting discomfort that they produce in 
children because of this “conditioned” fear. Dentistry should be looked 
upon calmly as a common experience, not as an ordeal. In a survey?® con- 
ducted by the United States Public Health Service and the American Dental 
Association in 1933-34, it was found that 97% of school children between 
the ages of 6 and 14 years needed dental care. 

It would be unfair to place all of the responsibility for children’s dental 
fears in the home. In too many cases, the dentist contributes to the child’s 
emotional disturbances. From the moment the boy or girl enters the dental 
office, those first impressions and attitudes, which were acquired at home, 
are modified by his or her own experiences. This paper will list and discuss 
some of the methods which dentists have used to assist children to overcome 
their fears and stimulate fortitude toward dental operations. 

Dental health education is given to parents through child-study and 
parent-teacher groups, radio talks, and lay magazine articles,!° pointing out 
the necessity and advantages to children of early visits to the dental office. 
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Public relations groups of the American Dental Society present lectures on 
dental subjects to school children and provide dental playlets, books and 
stories. For many of these children, the dentist speaking to them in the 
school room is their first dental experience. Rider?’ describes the success that 
he has had with dental health clubs among the boys and girls of Imperial, 
Nebraska, and states that by means of education, he has been able to elimi- 
nate fear from the minds of those young people. 

Schure?® finds it helpful to have the child of 2 to 4 years brought to the 
office while the mother is being treated. This visit permits the youngster to 
become acquainted with the dentist and his assistant as well as the office 
surroundings. When he finds a child who is extremely shy or suspicious, 
he applies what he terms the “cold treatment.” Children like attention and 
when they do not get it, sooner or later they “thaw out.” Small gifts also help 
to win them over. 

Usually, when the child is coming to the dental office for treatment for 
the first time, the appointment is made by one of the parents or some other 
adult in the family, either by telephone or a visit to the office. The impor- 
tance of this contact must not be overlooked as it furnishes an opportunity 
to accomplish a number of things. First,>! one can learn the child’s first 
name so that when he comes to the office he will be greeted by name. Second, 
one may ask how old the child is. Age will have an effect upon the length and 
the time of day in which the appointment is made. Preschool children 
should be given appointments by early afternoon and, in most cases, the 
first appointment should not be longer than 30 minutes. Children respond 
more favorably to a new situation in the morning when rested?° and are 
more emotional just before their eating time.** 

If the patient is apt to be a problem, his appointment might be made 
to follow that of a well-behaved child who will be complimented on his 
good behavior within the hearing of the new patient. Borowiak? allows 
the unruly child to watch the well-behaved one have dental work done. 

Parents will often warn the dentist of any difficulty which he may expect 
to encounter in dealing with their child. “Mary is such a frail, nervous 
child and I do not suppose very much of anything can be done for her. At 
home we cannot reprimand her too severely but must reason everything out 
with her.” Sweet?® points out that such a confidence furnishes an excellent 
Opportunity to reassure the parent by saying that many similar cases have 
been treated successfully and that many times the “most nervous and mis- 
behaved children become our best patients.” Thus the mental sufferings of 
the parent, which are transmitted to the child, have been dispersed. 

Many parents cause the child to be emotionally disturbed before his 
appointment, either by too much secrecy or by too much detail about the 
proposed visit. The dentist should instruct the parent to say nothing that 
might develop within the child a fear complex, but exert every effort to 
build up his enthusiasm so that he will anticipate “ a new and interesting 
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experience with a friendly dental health counselor, instead of a battle with 
an ogre in a white coat.”!9 

When the child enters the dental office he is greeted by the assistant who 
addresses him by his first name. “Money spent on a friendly assistant to 
greet the child, put him at ease, help him to explore the office, and assist 
him to get his filling is 4 wise expenditure in a children’s practice.”!° Her 
manner, character, personal appearance, all are involved.*! Neatness of 
dress and hair, and facial expression impress the child patient. Her attitude, 
be it that of a disinterested, moody disposition or one of general cheerful- 
ness and friendliness, does not go unnoticed. Her voice should be soft and 
pleasing and her smile, genuine. She realizes that the more ado she makes 
over the child’s entrance to the office, the more reason he has to suspect her 
motives. She may take him on a tour about the office to acquaint him with 
his new surroundings and see to it that his exploratory tendencies meet with 
pleasure,?” or she may keep him busy with some activity in the reception 
room. She eases the tension when the new child patient meets the dentist 
and represents the mother person at her best during the appointment. 

Since a part of the dentist’s practice is made up of children, it is only 
fair that some part of the office furnishings shall be planned for the child 
patient.!° Place something especially for the child’s use; *! a child’s table, 
chairs, books familiar to children, or simple toys that may be readily cleaned. 
This need not consume much space or be expensive. Puzzles, games!® and 
funny papers are enjoyed both by children and adults. 

The special senses play a role in the elimination of fear from one’s 
environment.?> The office and reception room should be light and cheerful 
and decorations should appeal both to boys and girls. Specially decorated 
play rooms, with story book and nursery rhyme characters lend familiarity 
to make new surroundings seem less strange. The sight of small tables and 
chairs shows the child he is not entirely in an adult world. 


Odors should be eliminated from the office for both esthetic and psycho- 
logic reasons. Uneasy and apprehensive attitudes are excited by odors of 
medicaments which may be neutralized with ozone, adequate ventilation of 
the office, or by the use of some good household deodorant. 

The keynote to favorable control of child behavior in the dental office 
is, first, confidence of the dentist in his own ability to control the child, and 
second, an attitude which stems from the first, confidence of the child in 
the dentist.2* Schure states that “only people who love children can influ- 
ence them.” Children react quickly and in the manner of the stimulus and 
they immediately recognize attitudes of regard or annoyance. The dentist 
should have a sincere concern for children, an understanding of them, a 
desire to help them, and the proper concept of the importance of dentistry 
for children. 

Easlick!° lists such traits as honesty, patience, kindness, sympathy, firm- 
ness, confidence, camaraderie, ability to diagnose the type of patient, and 
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cheerfulness as among those which the dentist should have to practice den- 
tistry for children. Acquire these characteristics as habits rather than de- 
pend upon heredity to supply them. Finger!? adds to the dentist's list of 
personality equipment, neatness of appearance, a pleasant voice and smile, 
and a casual humor. Be gentle and expect obedience.”! A look of prosperity 
as reflected in the dentist’s personal appearance and general office surround- 
ings have a favorable effect during the impressionable years. 72 Approach 
the child on his own level of social maturity (not below it) .1° 

Gurley !® presents items to which the dentist should give consideration. 

1. Appearance, cleanliness—both personal and office. 

Attitude and facial expression should denote interest and pleasure. 
Courtesy—a fine art in dealing with children. 

Naturalness. Be yourself. 

Sincerity. It is the basis for psychologic reaction. 

Ability. Know what you can do, make no “slips,” follow a definite 
pattern. 

7. Character. A little child sees good. He is accustomed to protection 

prompted by love. 

8. Personality. Inspire confidence, admiration, respect. 

The term “Psychodontia” would make a fitting name for the practice 
of dentistry for children.'* Fifty per cent of the successful practice of pedo- 
dontia is psychology. The truth stands as has been tersely and aptly stated, 
“No management, no filling.”® 

“Children make good and appreciate patients or no patients at all.”?® 
They come to the dentist with fears, aversions due to previous conditioning, 
or natural apprehension of the unknown. Too often the dentist is as fright- 
ened as the sobbing, rebellious child. It has been observed that discipline is 
hardly a problem in children’s clinics where the environment, both physically 
and psychologically, is conducive to treating these youngsters. The statement 
that the “Child patient of today is the adult patient of tomorrow” has been 
overworked, but we may very well ask, “Who's patient?” Children are loyal 
to the dentists they like. 

The first visit should be made as pleasant as possible. If he is not actually 
afraid, the young dental patient has at least a “profound curiosity and a vast 
inexperience in the procedures of dental offices.”* It is the dentist’s respon- 
sibility to supply that experience in such a way that the youngster becomes a 
splendid patient. 

Four things should be accomplished at the first appointment® and they 
need not consume more than thirty minutes. 

(1) Enough operative work to justify a fee. 

(2) A thorough health service examination. 

(3) Parental education. 

(4) A child conditioned to future operating. 

Easlick suggests the use of the prophylaxis as an effective behavior man- 
agement device. A rubber polishing cup and a good tasting paste should be 
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used. McFall colors the polishing paste with carmine, explaining that if the 
child “sees red” he will not notice the sight of blood. Young children seem 
to prefer a clear, cold mouth rinse, and older ones like the water warmed 
slightly and flavored with three or four drops of essence of wintergreen. 

Show the child in his own mouth how to brush his teeth while he holds 
a mirror and then have him do it to be sure he knows how. After the demon- 
stration, present the brush to the child—another visible reason to the parent 
for charging a fee. 

The dental examination may or may not include bitewing radiograms®, 
however, no better method is available to convince a dubious parent of the 
need for dentistry than the presentation of radiograms which show both the 
primary and permanent teeth. The examination should include the detection 
of any injurious mouth habits, inquiry into the child’s diet, observing of the 
teeth in occlusion, and the listing of cavities—a real health service examina- 
tion. The Lactobacillus acidophilus test is an excellent check on caries 
susceptibility and immunity.!? 

The parent’s presence at this appointment provides an excellent oppor- 
tunity to give out dental health information. The average mother® receives 
her education from the radio, the woman’s magazine, and the drug store 
window. “She feeds her child four glasses of milk a day, one glass of orange 
juice every morning, one spoonful of cod liver oil daily in winter, two vege- 
tables and two fruits daily, one egg, six teaspoons of butter, whole grain 
breakfast food and whole wheat bread daily, and still the child develops car- 
ious teeth.” She does not understand. 

The patient may be dismissed with the gift of a souvenir and he will 
reason, “If the dentist likes me well enough to give me a gift, he must be my 
friend.” A few appropriately chosen words of encouragement or commenda- 
tion on how well he got along and how much was accomplished will influence 
better behavior at later appointments. 

McBride uses the first appointment to prepare a very small cavity or seal 
in a medicament in a large cavity, whether it needs it or not. He explains 
that in this way he acquaints the child, at the first visit, with the noise and 
vibrations of the bur, the slight discomfort of cotton rolls and the insertion 
of the medicament or filling so that there will be nothing new at the second 
visit. He leaves the prophylaxis until the last appointment at which time he 
also polishes the fillings.?? 

Sometimes parents postpone their preschool child’s first dental visit until 
he is in pain. This tardy action makes an unfortunate situation, but Easlick® 
has outlined a mild treatment for each of the three causes of toothache in 
children. (1) Vital exposed pulps: A small pledget of cotton, which has 
been touched to a sedative, can be sealed over a vital exposed pulp by a larger 
pledget of cotton which has been saturated in sandarac varnish. (2) Putres- 
cent teeth: These can be carefully opened for drainage.. (3) Vital fractured 
incisors: These can be protected with a small lateral celluloid crown form 
that has been filled with zinc phosphate cement. 











Journal of Dentistry for Children 7 


Many dentists are glad to have the parents remain in the operating room. 
As long as the child does what he is asked to do it makes no difference?® 
but if he insists on the presence of the parents, and then does not behave, the 
parents must wait in the reception room. Rather than be left alone, such a 
child usually becomes manageable. Problem children usually have problem 
parents and any disciplining that must be done, should be done by the dentist 
with no help from the parent whose disciplining more often than not, the 
child has learned to disregard. 

McBride dismisses the fearful and over-solicitous mother and the mother 
who is chafed by the apparent unresponsiveness of the child.?? 

McBeath likes to have one or both of the parents present at the first 
appointment for a discussion of the work to be done, to give a history of the 
patient, and for the examination of radiograms. Ordinarily the parent is not 
required for subsequent visits and McBeath finds the child is usually more 
self-reliant and co-operative away from the mother.?! 

Easlick!° classifies child patients according to age or levels of social 
maturity. 

1. Early childhood or the age of egocentricity which extends up to 6 or 
7 years. The child of this age is rather an asocial being, has immense energy, 
and dislikes being confined in the chair for long periods of time. He asks 
many questions but is bored by the answers and probably will ask the same 
question again. He believes devoutly in authority and will do what he is told 
if he believes that the doctor is right. 

2. The age of reciprocity or the “Big Injun Age” which extends from 
about 6 or 7 to 11 or 12 years. He engages in many and varied activities and 
will not tolerate long appointments. He believes that “What you do unto 
me, thus may I do unto you” so, he bites the dentist’s finger. Gradually, he 
develops a spirit of co-operation but feels slighted if he is treated in too 
juvenile a manner. 

3. The awkward adolescent age is entered at 11 to 13 years, at which time 
the child becomes more sensitive to social customs. He needs someone to 
appeal to his pride as he is sometimes negligent of his teeth.>! One may show 
models, casts, and pictures with interesting stories of mouth hygiene. 

Some principles and methods for the management of children follow. 

1. Make the first visit as pleasant as possible. Whether it be the briefest 
“get acquainted visit” or an emergency treatment. A prophylaxis is a good 
introduction to dentistry. 

2. For the first operative work,”! select the smallest cavity in the decid- 
uous teeth. The simplicity of operation and the minimum of discomfort will 
not permit realization of the child’s fears and he becomes more receptive for 
the more complicated procedures at subsequent visits. 

3. Keep all fear-inspiring instruments out of sight. 

4. Use the slow speed of the engine. Speed terrorizes.?? 
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5. Give encouragement and sympathy. The very young patients like 
flattery.1°-22 

6. “Please tell the children the truth: do not lie to them for they never 
forget nor seldom forgive, even in adult life.”?? It is best to tell the patient 
that the drill might hurt a bit or that the prick of the needle may be felt.?* 
The patient will not resent pain if he is told about it beforehand. Sometimes, 
he will make his own conditions on which he is willing to co-operate, but 
conditions which cannot be fulfilled must never be promised. The dentist 
must always have the upper hand even if it means the dismissal of the patient. 

7. Be matter-of-fact even in sympathy.!! 

8. Relieve anxiety.'? 

9. Ask questions directly of the child.'%!8 

10. Respect the child’s fear.'° Analyze its cause.2* Youngsters’ fears 

seem foolish to adults because adults do not understand. Fears arise chiefly 
in the home and reflect home life and training. “Even if fear is the basis for 
all punishment and plays a role in controlling conduct, it certainly has no 
place in children’s dentistry as a means of controlling patients.” 


11. Give the patient a mirror so that he may watch what is being done. 

12. Taste is closely associated with smell.?> Strong tasting and undesir- 
able medicaments can be eliminated from dentistry for children. Use a 
flavored prophylactic paste. 

13. Answer the child’s questions.'® 

14. The new-comer’s visit may follow that of a well behaved child. 


15. Come down to the child’s level.2® Older children are intrigued by 
mixing amalgam, melting gold, pouring plaster and other things which the 
assistant can show them. By 8 years of age the child has hobbies, is interested 
in baseball and football and it is easy to make friends with him then. Many 
have a keen sense of humor, and matched by the dentist’s own, the result is 
many pleasant hours. 


16. If the child won't talk, visit with the parent for a few minutes while 
he adjusts himself to his new environment.'® Verbal explanation and reas- 
surance may be effective when the dentist has been identified with someone 
the child does not fear.?° 


17. Start the conversation about subjects with which the patient is 
familiar and lead the discussion to the teeth with some such remark as this: 
“Well, John, have you been having some trouble with your teeth, or did you 
come to keep from having some trouble some time when you want to play 
or take a trip?”!8 

18. No one other than the dentist should address the child during a 
dental operation.!® Greene! illustrates the advisibility of such a practice by 
the use of two simple configurations. In the first, the child’s attention is 

O—Dentist O—Dentist 

O—Child O—Parent O—Child 
given to the dentist and the dentist’s attention is given to the child. In the 
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second, the child’s attention is divided between the dentist and the parent, 
the dentist’s attention is divided between the child and the parent, and the 
parent's attention is divided between the child and the dentist, which makes 
a much more complicated situation. 

19. The dentist should be on the same eye level with the patient so that 
the child will not feel over-powered. This situation may be accomplished if 
the dentist will sit on a stool. 

20. The child should be told what is being done, why and how, as nearly 
as possible.!® Hold his attention and direct his behavior with the reward of 
satisfaction in an accomplishment.!” 

21. Enlist the patient's help in holding cotton rolls**® or the saliva 
ejector? when he begins to feel a little pain. Most often the child is more 
surprised than painfully hurt. 

22. Give the child a “traffic cop” signal.?*.?> If he feels pain, he may 
raise his left hand. Sometimes he may complain and stall when the dentist 
knows there is no pain so he is warned about faking. The doctor must keep 
the faith and stop the engine when the hand goes up. 

23. Bolster the child’s self-confidence by means of praise of his teeth, 
good habits, fortitude, or dress.?> Tell him he is a better patient than the 
average child, which elevates his ego and satisfies his desire to be superior. 

24. The use of the dental engine may be introduced by means of a 
prophylaxis.2* The soft rubber cup with polishing paste may be run on the 
child’s thumb nail to show how it works.'? His confidence is established by 
means of the prophylaxis and he is pleased on having gone through the first 
step of the treatment. If he observes the process in a mirror, he sees that the 
change in his appearance is dramatic. 

25. The bur may be introduced into the child’s mouth without excite- 
ment after its use has been demonstrated on the child’s finger nail.?° 

26. Explain to younger children why the bur must be used.?* They are 
told “that there is a hole in the tooth in which dirt is gathering and causing 
it to rot away; that the bur has tiny shovels on it, (the blades are shown to 
them) that as the bur turns in the hole, the tiny shovels pick up the dirt.” 
Each operator must tell some such story in his own way and in his own words. 

27. Appeal to the child’s sense of reasoning.*® As an operation becomes 
painful, this technic can sometimes be used to induce the patient to submit 
to treatment. In a survey, in which 400 children were asked what would be 
the worst thing that could happen to them, 72% replied, “To be sick or to 
have an accident.” Children will be impressed when it is pointed out to them 
that a little discomfort in the dental chair will limit the possibility of ill 
health later. 

28. The use of local anesthetics should be practiced if the child’s teeth 
are very sensitive.!?3°2! Tropical anesthetics*® and sharp, stainless steel 
needles'? help eliminate pain. With anesthesia cavities may be prepared in 
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the shortest possible time with comfort to the patient and little annoyance to 
the operator.?! 

29. A sedative may be used to quiet the nervous or apprehensive 
patient.!?3° Small doses of barbiturates, such as pheno-barbital or sodium- 
pento-barbital (Nembutal) are effective. The syrupy elixir of Nembutal is 
especially easy to administer and will show a quieting effect in 5 to 10 min- 
utes. One teaspoonful of the elixir contains .20 grains of the drug. To deter- 


mine the dosage for a child use Young’sruleof Age = the percent of 
Age plus 12 

adult dose.*? If a child is given a sedative, do not allow him to go home 

unaccompanied. 


30. Demonstrate with a tooth brush of suitable size and texture the 
proper brushing technic.'? At the end of the appointment, give the brush to 
the child, after having engraved his name and the date on the handle. Heat 
the handle slightly and rub carding wax on it to make the engraving stand 
out. The parting gift at appointments becomes a token of friendship and the 
“dated tooth brush” serves as a reminder of the last time the teeth were 
cleaned. 

31. Conduct contests, offer rewards, send various types of greeting cards, 
and make check-up appointments.*! Children will like this special attention. 

32. Give the child some little souvenir. Psychologists claim that the use 
of the counter-stimuli is an important method to handle the problem of fear 
in children.” Gifts, then, are a counter-stimuli,a method of creating an inter- 
est in the environment of the dental office. The child covets toys as much 
as the adult covets money and power. The gift may be made of cotton rolls, 
disks, and so forth, before the child is in the chair. This introduces him to 
the operator and materials, and familiarizes him with the environment. Parts 
of the toys are cemented which provides a reason to set it aside until after the 
appointment. Generally, the souvenir is presented at the end of the appoint- 
ment. 

Usable materials are burs, sand paper disks, cotton rolls, tongue depres- 
sors, applicators, adhesive tape, dental floss, gelatin capsules, mercury, safety 
pins, compound, and plaster. “Cotton rolls may be made into dolls by using 
pipe cleaners for the extremities and a sand paper disk for a hat.?® Tongue 
depressors and small wooden applicators can easily be converted into puppets 
and boats by the additional use of dental floss and adhesive tape. Attractive 
buttons and buckles can be reproduced in plaster from compound impres- 
sions of such articles purchased in the local novelty store.” 

Unusual buttons and pins may be purchased at 6 for 10 cents, or lead 
figures of soldiers, policemen, firemen, Indians, etc. may be purchased for as 
little as five cents each. Figures may be cast from plaster using rubber moulds 
of the Disney and comic strip characters. Souvenirs are not educational toys, 
they are simply trinkets to elicit interest and waylay fears so that the child 
will regard the dentist as a friend and the dental office as an attractive place. 
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There are always some children for whom the ordinary rules won't apply: 
one will have to consider them individually. 

The very young child! who cannot reason and co-operate will have to be 
held forcibly if the necessary work cannot be done otherwise. 

The timid, shy, or bashful child is afraid when the situation is new.?° His 
timidity is a design for living, not something inherited.* He says little or 
nothing to strangers and conceals his mental conflicts. He engages in no ac- 
tivity in the reception room, sits near his mother, and portrays no confidence 
in himself, possessing the childhood symptoms of an inferiority complex and 
an introvertive type of personality. He enters the dental operating room, 
trembling and ready to cry. The dentist must help this child establish the 
confidence he so much needs?!. After the first or second appointment, it 
might be best to arrange that the child be left alone so that he will transfer 
his dependency from his parents to the dentist. Explain what is being done? 
when new instruments are introduced, tell the child for what they are used, 
encourage him and brag about his behavior. 

The stubborn child refuses to allow the dentist to do any work, he squirms 
about in the chair, and lets his hands and feet fly in all directions.*! He needs 
to be reasoned with, but all of the control should be executed by the dentist. 
If the assistant or parent tries to influence this child, he becomes the more 
confused. If he clamps his mouth tightly shut,!° hold a towel over his face un- 
til he opens for air. Be frank and positive; the work is for his benefit and must 
be done.? Once the balky child opens his mouth and allows the use of instru- 
ments, the dentist has won a victory over the child, and the child over him- 
self.2® The dentist should encourage the patient often on how well he is 
doing and how simple and easy the procedure is. He will usually develop into 
a very good patient. 

The uncooperative child, because of previous conditioning or natural fear, 
refuses to behave.?* He is sullen and may burst into tears. First of all, he 
must not be kept waiting long in the reception room. Rarely will a child 
refuse to sit in the chair, but if he does, do not use force. Reasoning will 
usually accomplish the desired result, but if he absolutely refuses, dismiss 
him pleasantly and ask the parent to bring him back again. An intelligent 
parent can do much to make the child more amendable at the next visit. 
Many a child will march bravely to the chair, but at the first move of the doc- 
tor, clamp his mouth shut or turn away. Children associate pain with instru- 
ments so the use of mirror, explorer college pliars, cotton rolls and chip- 
blower are carefully described to the child. Allow this child to hold a mirror 
so that he may watch what is being done. Being able to see removes the mys- 
tery and instills confidence. 

The child crying loudly presents a problem to the dentist.2° He is trying 
out his home tactics in the dental office. He may cough, choke, refuse to get 
into the chair by throwing himself on the floor, or fake illness. If the parent 
is perturbed, it adds to the difficulty, so the mother or father should be asked 
to wait in the reception room. One might entertain the opinion privately 
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that sterner methods are justifiable, but if the child is given the impression 
that he is being ignored and that no one is impressed by his actions, he will 
soon quiet down. Do not rush this child, as much time is needed to overcome 
the outburst of an emotionally unstable child. Either wait and be passive or 
initiate some new activity. When he becomes quiet, visit with him. Be 
frank and positive, kind, but firm. If, however he remains antagonistic in 
spite of all attempts to break down his barriers, allow the child and parent to 
watch work being done for another child. It may be necessary to send him 
home and let him return at another time. 

The child, crying with a toothache, presents a slightly different problem. 
Borowiak? suggests that the parent hold the towel tightly over the child’s 
mouth while the operator explains that people will think the patient is being 
hurt by the doctor and that would be unfair. If some mild treatment does not 
seem advisable and an extraction is necessary, explain to the child that he will 
not feel it if he will cooperate while the dentist makes the “gum feel like 
stone.” Let the child smell the topical anesthetic which takes his attention 
from the puncture of the needle. (The psychological effect of the odor of 
the topical anesthetic is probably as great as its physical effect.) When the 
tooth has been extracted, place a pack over the socket so that the child will 
not have blood in his mouth. 

In the treatment of the mentally deficient, the imbecile, the idiot or the ' 
physically handicapped, the deaf or dumb child, become acquainted. Gain 
his confidence by strict honesty, be very gentle, and never cause pain if it is 
possible to prevent it. 

Dwyer’ points out that one may determine whether a child is fearful or 
merely willful by looking at his legs. It they are rigid. either flexed or ex- 
tended, he is fearful, but if he is kicking, he is willful. 

Regardless of whatever problems the child may have presented or what- 
ever disciplining measures may have been required, he should be dismissed 
in a friendly manner. Find something for which he may be truthfully com- 
plimented. The parting gift, be it a prescription for an ice cream cone,!° 
souvenirs, an empty box, a cotton roll, or a drop of mercury, makes a favor- 
able impression on the child. 

An account!® of an inquiry conducted by Olson of the reactions of chil- 
dren to various dental office procedures may be used as an indicator for 
effective management of young patients. 


REACTIONS OF CHILDREN TO A QUESTIONNAIRE 
ON DENTAL OFFICE PROCEDURES 


(55 Children, Ages 8-12) 


TABLE I 
No. The Things They Liked L I D 
1. Calling me by my first name when I come in.......... 40 14 1 
2. Showing me all around the office and laboratory........ 32 18 3 
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Having magazine, books, paper, and pencil and things 

to play with in the waitingroom.................. 43 
Having interesting pictures on the wall.............. 38 
Talking about the things I like todo................ 30 
Explaining what he is going to do and how he is going 

IN 45S yeen cients Bt wai lace Ghia nen egrey 41 
Giving me a mirror so that I can watch the work....... 32 
Telling me about his instruments and what they are 

RT Rae nme tee Pel ee ee tee ee 34 

. Giving me a signal I can use when it begins to hurt... . . 40 

Stopping when I tell himto....................... 42 
Taking radiograms of my teeth..................... 30 
Treating me just like he does a “grown-up”’*.......... 22 
Using flavor in the mouth wash and cleaning powder.... 31 
Keeping my father and mother in the room when he is 

I 88.5.8 52 pxrnswlas C8 ts SRE ee ee 23 
Giving me tooth paste or some other little thing after 

24 Sy A ati ies gates gumeeet 38 
Giving me the teeth that are taken out............... 46 
Telling me “You are a good patient” or something like 

MG 5.5 FFG ae RE ORE pNP ee 35 


L—liked; I—indifferent; D—disliked 
*Showed an age difference in reaction. 


TABLE II 
The Things They Disliked L 
I i I SE hc KOR 5 
Asking questions about my age, grade, school, teacher, 
and birthday to “make” conversation*............. 12 
Putting all of his tools out in front of me at once....... 10 
Telling me it “Won’t hurt” even if it will............ 6 
Staring at me while he is working.................. 2 
Scolding me for not sitting still and following directions. 4 
Making fun of me, calling me a “baby” or something 
SRS 34 Syria ane Cae leo ee eae 2 
Comparing me with other children.................. 7 
Trying to be funny or act silly*.................... 13 
. Telling my parents that I was hard to workon......... 2 


L—liked; I—indifferent; D—disliked 
*Showed an age difference in reaction. 


23 
21 


10 


18 
18 
17 


39 


20 
20 
41 
43 
42 


47 


24 
36 


No paper of this kind can possibly completely cover the field of methods 
for the establishment of fortitude in young children toward dental operations. 
Neither can any one office utilize effectively all of the various suggestions 
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listed herein. Each operator must determine for himself the methods which 
in his hands give the best results. 
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—State Department of Health 
Lincoln, Nebr. 
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Fortifying the Family Practice for the Future 
Stanley C. Brown, D.DS., Ithica, Michigan 


Whether we like it or not, our country and its people are at war, a state 
of being which has given us more unity of purpose than has any other pos- 
sible factor. Might not this be a good time for organized dentistry to pre- 
pare its offensive move in the defense of our existence following the present 
crisis? Can we successfully survive as private practitioners on technical skill 
alone or should we not provide a sound plan of distribution? 

Our profession has been aware for some time of the many obstacles to the 
approach of adequate dentistry for the majority. Industrial organization and 
then selective service has called this inadequacy to the attention of the public. 
The public in turn has directly or indirectly appealed to our Government 
with the result that machinery is now being assembled to improve the dental 
health of its people. In what direction this machinery will move is prob- 
lematical, but from the private practitioners’ standpoint might not it be well 
to think back just a few years when the bottom seemed to drop out of our 
economic security? 

Just prior to 1929 most dentists were riding the crest of dental pactice 
prosperity. There was no economic necessity to think in terms of conversa- 
tion because there was no seeming limit to the public's willingness to buy, 
including expensive full mouth reconstructions. Those dentists that allowed 
their practices to be dominated by this wave of dental prosperity to the 
exclusion of incident dental needs found their practices to be in bad shape 
following the 1929 awakening. Those that remained professionally sound 
in their thinking at all times encouraged family dental care, thus including 
children in their practice. With the 1929 awakening the family dentists 
found little trouble in re-adjusting to the patient's lowered economic possi- 
bilities. In times of physical or economic stress the well being of our children 
takes precedence over self interests. By fortifying our practice with a service 
for children on a profit basis we shall be prepared for whatever crisis the 
future may hold. 
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FUNDAMENTALS 

One does not have to be endowed with any special talent, but one can 
acquire an approach sufficient to perform adequate dentistry for children at 
a profit fee. In the order of importance I should suggest three basic qualifi- 
cations, namely, 

1) Self confidence 

2) Parent-office understanding 

3) Respect and tolerance from child. 
These qualifications do not differ one bit from those required to practice 
adult dentistry, yet too many dentists would like to believe there is some 
mystery or magic surrounding the field of juvenile dentistry. If we look for 
the similiarity it is surprising how little effort is required to be just as suc- 
cessful with children as with adults. A two weeks post-graduate course: 
McBride's book “Juvenile Dentistry,” or both, will give you all the necessary 
background to enable you to adapt to your personality and practice adequate 
dentistry for children at a profit fee. 


PARENT-OFFICE UNDERSTANDING 

Having adopted fundamentals that give you confidence it is now neces- 
sary that you convey this impression to the parent. Certainly if you are 
fumbling around with lack of self confidence, you can not expect the parent 
or child to have much faith in you either. There is enough parental indecision 
at home without adding dental indecision to the family worries. So let us 
exhibit some confidence to the parent by a business-like explanation of 
the value of dentistry to the child’s normal development and growth: both 
mentally and physically. Let us talk in terms of the whole child and not just 
“filling baby teeth.” “Baby teeth” will be lost anyway, so why “fill” them? 
If they are “filled” the service is only “temporary” and only “half fare” fees 
should prevail. These are questions in the parent’s mind and must be cor- 
rected if we hope to be successful with dentistry for children. 

The parent should “feel” your confidence in the fairness of the fee, man- 
ner of payment, and method of child management. Fairness of the fee, from 
the parents’ standpoint, is based largely upon their understanding of and 
desire for the service. A definite understanding regarding manner of pay- 
ment before service is undertaken adds to the feeling of confidence and 
establishes sound business principles. The parents’ understanding of your 
method of managing the child is more important than the problem itself. 
The parent likes assurance that you will be “kind” and not use “cave man” 
tactics in dealing with the child. This assurance lends confidence and assists 
in justification of the fee because “you certainly know how to handle children, 
Doctor.” 


RESPECT AND TOLERANCE FROM CHILD 
One does not have to have a natural love for children to command 
respect and tolerance, neither is it necessary to expect the child to love you. 
For the life of me, I can not see the logic in influencing the child to love you 





Journal of Dentistry for Children 17 


and then destroy the illusion by one revolution of the bur. The more reason- 
able and honest plan is to influence the child to adopt a sane and sensible 
view point of dentistry rather than one of fear. The manner or style used to 
influence should be based upon the child’s intelligence level with the view 
point that every child is an individual and not an “animal.” Pre-school age 
children respond to association; school age to reason; young adults to pride; 
adults to pride and protection. Oh, yes, adults are but grown up children and 
children are intelligent people. They cry like children when they are hurt, 
but they suffer like adults. They know a pain when they feel one and some 
of them bear it bravely. Others need a little extra encouragement, a little 
extra praise and preparation, but all of them need to be warned, truthfully 
informed, about what will happen to them. 
ESTABLISHING FEE 

If one is to derive much pleasure from dentistry for children, he must re- 
ceive a profit fee, and to receive a profit fee one must know his cost of chair 
hour operative time. Almose of necessity, because of the behavior factor, 
dentistry for children must be practiced on the hourly fee basis. Having 
determined your hourly cost you are then in position to render the best 
possible service of which you are capable at a profit fee within the economic 
possibilities of the majority in the community which you serve. The hourly 
cost profit fees vary with the location and type of practice, but basically they 
are determined by the same business-like procedures. 

If you have established a satisfactory parent-office understanding’ there 
is little difficulty in systematically and intelligently arriving at a service fee. 
To determine the cooperation of the child, which is an important factor in 
operative accomplishment per chair hour, one must first work for the child. 
The parent is informed somewhat in this manner: “Mrs. Jones, after I have 
had one appointment with Mary I can present the total fee. From our under- 
standing you realize the important of a complete service and the fairness in 
determining a definite fee. I am sure Mary will be a fine patient, which of 
course, will represent a saving to you.” Such an approach solidifies the 
parent-office understanding and in most cases encourages the parent to 
influence the child to be cooperative. 

At the first appointment a complete examination is made, preferably with 
the parent present. “Seeing is believing” is an effective method to satisfy 
the parent as to actual needs and the child cooperation factor. In those rare 
cases where a serious management problem presents itself, we ask the parent 
to let us handle the situation and endeavor to send the child from the 
operatory with a smile. 

Only a limited experience is needed to determine the amount of time 
necessary to complete an adequate service under all operative and behavior 
conditions. The diagnosis is recorded upon an examination sheet, the style of 
which can range from a small size scratch pad sheet or a more elaborate 
examination-record card or sheet. Because of limited filing space in our office, 
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we use the scratch pad sheet for examination and the family record sheet for 
operative service. 

On the examination sheet, fees are set up for the complete service. Where 
a choice of service is available, such as extraction or pulpotomy, fees are 
established for both, allowing the patient to make a choice. The dentist is 
responsible for the gualitv of service whereas the parent is responsible for 
type of service rendered. There are a few exceptions in every practice where 
the type of service is entirely up to the dentist and the statement rendered at 
the completion of the case, but do not make the mistake of attempting to 
handle all cases in this manner. One dissatisfied parent can do more harm 
than two satisfied parents can correct. 

After the parent has selected the type of service and understands the fee 
we often circle the fee and ask the parent to initial it. This precludes any 
possible misunderstanding at the completion of the case over type or cost of 
service rendered. Guessing at amount of needed services and fee involved 
might prove embarassing if the parent suggests that the fee is “high.” Your 
only truthful answer under most circumstances is, “I don’t know. I guessed. 
What is your guess?” The parent’s guess may be as accurate as yours. Know 
has its limitations, so let us not guess and add inefficiency to limitation. 

METHOD OF PAYMENT 

Exclusive of orthodontic and major surgery, there are fewer intricate op- 
erative procedures necessary to the reconstruction of a child’s mouth than 
in the case of adult full mouth reconstruction. The time required is much 
less, making the total cost comparatively small. Because of this smaller fee, 
less difficulty is encountered in finding a suitable plan of payment. Cash is 
always welcome, but some worthy families in your community are unpre- 
pared to pay cash. 

A suitable budget plan, like the Wisconsin Budget Plan, is a most satis- 
factory service for both the payee and the office. Payments may be arranged 
in any amounts convenient to the parent's ability to pay. This plan allows 
more families to avail themselves of a complete dental service and expands 
the dentist's possible patient influence. By making the payments convenient 
any family capable of self support can afford a children’s dental service even 
though they might have to sacrifice on a few luxuries. 

CONCLUSIONS 

Dentistry for children in the family practice is not only a professional 
obligation but it can be a very lucrative obligation. Have a very definite 
understanding between the parent and office; make the child feel at home 
while in your charge; command respect and tolerance. The care of indigent 
children is a problem of the community and should not be confused with 
‘able to pay’ patients. Do not let your heart rule your head; it is not good 
child discipline or good business. Treat the child with the same care and 
respect you accord adult patients and you will receive the favor of both child 
and parent. A determination with a little effort makes adequate dentistry 
for children a very definite profitable practice, and a most effective offensive 
defense of our profession. 
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EDITORIALS— 


ATLANTA SCHOOLS BULLETIN No. 15 


Bulletin No. 15, which follows was sent to all of the teachers and prin- 
cipals in the Atlanta Schools and is more evidence of the broad vision and 
educational outlook of Dr. Willis A. Sutton, who for more than a quarter of 
a century has been recognized as a great lay leader in dental health educa- 
tion. His program in the Atlanta Schools is internationally famous and 
has been written up in the Encyclopedia Britanica. (See Volume 7, of the 
14th Edition. Under the heading of Dentistry and the sub-heading “Oral 
Hygiene in Schools.” ) 

Four thoughts are predominant in this Bulletin: 

First, Dr. Sutton impresses on the teacher, child and parent the impor- 
tance of caring for the teeth. This is dental health education of a type and 
in a place where it will do the most good. 

Second, he points out that it is the “specific job” of the school authori- 
ties to have the children examined and notify the parents of defects. This 
brings the educational values down to an individual basis where each child 
learns dental health values in the most ideal and practical sort of way. 

Third, it is pointed out that “the correction of defects should be made 
by regular practicing dentists, and should be paid for by the parents.” Is 
not this type of education the answer to the great problem of socialized 
dentistry? 

Fourth, Dr. Sutton becomes the master educator and thinker when he 
states “I believe the health of the child is just as important and in many 
cases more important than many of the things we are attempting to teach.” 
To this end he requests that no child shall be counted absent when he brings 
a certificate from the dentist stating the hour and date he was in the dental 
office. It should be further noted in this connection that Dr. Sutton does 
not say “relief” but speaks of “remedial work.” This is most important. 

One of the serious difficulties encountered in the management of chil- 
dren in the dental office is the obligation to perform this service during the 
after-school hours when both the child and the dentist are tired. What a 
blessing to the children of this country if all school teachers and principals 
could realize that remedial dental work for children cannot generally be done 
during the after-school hours or on Saturday mornings. Then the children 
would not be marked absent nor penalized in any way for thus attending to 
vital health needs. 

The Atlanta Council of Parent-Teacher Associations has recently estab- 
lished a Willis A. Sutton Dental Fund with an original appropriation of 
$1,500. This is to be a permanent memorial to Dr. Sutton. 


Frank F. Lamons 
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ATLANTA PUBLIC SCHOOLS 
ATLANTA, GEORGIA 
BULLETIN NO. 15 
Office of the 
Superintendent 
To the Principals and Teachers of 
The Atlanta Public Schools 
Dear Fellow-Teachers: 

We are very proud of our program for discovering, correction and pre- 
vention of dental defects. 

The health reports from the various draft boards of the United States 
are emphasizing the number and intensity of dental defects in the boys who 
are being called to the colors. Iam glad to note that the percentage has been 
smaller among our Atlanta group than for the nation as a whole. This 
indicates that we at least are making some progress. 

For many years I have tried with unflagging interest and with renewed 
zeal to impress upon the teachers and the children and the parents of At- 
lanta the importance of caring for the teeth. I wish now to re-emphasize 
all that I have said in the past and to urge upon every teacher and every 
principal, the health chairmen of the Parent-Teacher Associations, and the 
parents in general, that they look carefully after the care of the teeth of 
our children. 

I wish to express my appreciation to the Parent-Teacher Association 
for the interest it has taken in this matter and for its help. 

I feel that it is our specific job to have the children examined and to 
notify the parents and to do all in our power to educate both parent and 
child to the importance of taking care of the teeth. In cases of extreme 
poverty, I feel that it is also our business to take care of the expense, as far as 
we are able, but for the most part the work of correcting the defects in the 
children’s mouths should be done by regular practicing dentists, and should 
be paid for by the parents. This does not in any way relieve us of our ob- 
ligation of helping those who are unable to have the work done. 

The dentists of the city have been unusually generous in helping us with 
needy cases. I wish for us to continue to give to the dentists of this city our 
unstinted cooperation. 

I wish to emphasize again what I have always said to the teachers, that 
when a child brings a certificate from a physician or a dentist that he has been 
in a physician’s or dentist's office for examination or for remedial work dur- 
school hours, he is not to be counted absent. I believe that this is a wise 
policy, because I believe that the health of the child is just as important and 
in many respects more important than other things we are attempting to 
teach. Therefore, may I repeat that in case dentists cannot take children in 
the afternoon and if the child brings from the dentist a certificate stating that 
he has been at the dentist’s office, giving the hour and the date, we are to give 
the child credit with attendance at school. 
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I wish also to state that if we are required to carry children to a dentist 
for examination or to the dental clinic that we consider the possibility of 
doing so during school hours. 

Your cooperation in this matter will be deeply appreciated. 

Sincerely yours, 
WILLIS A. SUTTON, 
Superintendent of Schools. 


WE PAUSE TO REFLECT— 

Excerpts from a letter published in the Michigan State Journal, Novem- 
ber issue, seems worthy of comment. 

From a dentist who has entered the service come these remarks, ‘The 
members of the profession must be awakened to the need for child care and 
the urgency of accepting child patients.” Those of us who have been inter- 
ested in this problem realize the implication. 

At the moment we are confronted with the needs of children and a 
diminishing supply of dentists. Rather than being alarmed at this situation 
it offers an opportunity. In the past we depended upon a depression to 
interest dentists in juvenile patients. Now we find increased numbers of 
young patients demanding attention from the dentists. In self protection 
many dentists are accepting children, dentists who previously thought they 
could not work for children. 

Fear of the child and inadequate fees are probably the two basic reasons 
for lack of dentist interest in the juvenile patient. These two factors are 
largely eliminated at the present time. Parents realize the dentist's time is 
pretty much in demand and cooperate much better on the management prob- 
lem. The dentist is so pressed for time that he too has largely lost his fear of 
the child. The child patient today becomes just another patient: not an ordeal 
to be dreaded for hours before servicing. 

The economic problem has been largely overcome by high wage employ- 
ment of parents. That is to say that dentists need not fear argument from the 
parent because full fare is charged instead of the old half fare brush off 
technic. Regular hourly fees can be established by the dentist and accepted 
by the parent in good grace. Parents are very receptive to a regular recall 
service for their children, a program that allows the dentist to regulate his 
children hours in such a manner that little more than prophylaxis service is 
needed. 

The question has been asked, “How can we interest the general practi- 
tioner in dentistry for children?” My answer has been “another depression.” 
But actually do we need a depression to interest these dentists? As a matter 
of fact another depression, if we neglect children now, might eliminate the 
Opportunity to practice this branch of dentistry in the private office. 

Perhaps our lack of interest may bring forth a compulsory health plan 
operated by the government in similar fashion to the present Post Office 
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Department. Government building, government operated, dentistry for 
children is not beyond one’s imagination unless private practitioners are 
willing to assume the responsibility. 

Adequate dentistry for children demands less frills and fancy service 
than adult service. It fits into today’s pattern of practice even better than 
before because most dentists do not have time for the fancy work. Yet there 
are some dentists who say they do not have time for children in their practice. 
Such dentists are either purely commercial minded or their practice is poorly 
managed. They are missing the best opportunity for education, dental health 
service, and the most remunerative branch of dentistry. 

Stanley C. Brown. 


What Price Neglect?* 


The Chairman of Procurement and Assignment Service for Michigan 
sends the editor a recent letter from a dentist just entering service and 
suggests that a part of it is worthy of a place in the Journal, for it certainly 
emphasizes the serious situation which faces the profession today. We 
quote from the letter: 

“Now that I have my commission may I take this opportunity to 
criticize a situation which undoubtedly exists in all metropolitan areas. 
Fifty per cent of my practice was orthodontics, the remainder children’s 
general dentistry. ... A large proportion of my patients are of the three 
to six year age group which are referred to me by members of the pro- 
fession. There remain in this community only iwo dentists who accept 
willingly these child cases and both of them put adult work first. There 
is not one dentist that can or will make an appointment at the present 
time, consequently I am unable to refer my patients to anyone. And 
remember every day we have emergency cases which I have cared for but 
who will now have no place to go. Some of these cases have been to as 
many as eight or ten dentists without obtaining relief or service. 

“The profession as a whole decries the impending future of dentistry 
but I want to tell you that the temper of the people will create a means 
of obtaining necessary services, if not in a desired means then in any other 
means it can. 

“The members of the profession must be awakened to the need for 
child care and the urgency of accepting child patients. Under the con- 
cepts of welfare programs contemplated in all agencies, children’s den- 
tistry should be an essential phase. .. .” 

We are in hearty accord with the thoughts expressed. This is not a new 
subject, as the readers of this Journal well know. We often have called 
attention to the difficulty of getting dentists in private practice to give 





*From the Journal of the Michigan State Dental Society, Nov. 1943. 
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adequate dental service to children patients. We were making some prog- 
ress in the matter before the war, but the present emergency has made the 
situation worse than ever. 

And it is not only true for dentistry for children but also emergency den- 
tal care for adults as well. An oral surgeon told me the other day that he 
was seeing more and more cases of acute dental infection requiring hos- 
pitalization with its attendant expense and loss of time for the patient. 
An inquiry as to why it was neglected so long usually brought a history of 
phone calls or personal calls at dental offices with inability to get an 
appointment. 

Now there is no question that dentistry is today in a difficult situation. 
Many dentists have gone into the military service. More people than ever 
are seeking dental care. Fewer dentists; many more patients. What is 
the answer? 

We know of dentists who consider it an obligation never to refuse to see 
an emergency case sometime during the day even if that means working 
in the office until ten or eleven o'clock at night. Few dentists can do so 
without injury to health. But some may say: “We are in a war. The fel- 
lows at the front may lose life or health in the line of duty.” 

We know other dentists who set rigid hours, schedule appointments two 
or three months in advance and refuse to take emergencies at all. 

Neither of these extremes is the correct answer. No one can give orders 
to the dentist in private practice as to how he shall conduct his practice. 
His office is his castle, and in it he is a rugged individualist. Nevertheless 
if he wishes to continue to be lord and master in his private domain, he 
should give some heed to public opinion. Has the public a right to expect 
dentists to give some priority to emergency dental care for the relief of 
pain? Right or wrong, is it wise to flout too much the public attitude? A 
dental assistant in one of the leading Lansing offices told me this week 
that for a long time new patients calling up for appointments for regular 
service and told that the schedule was full accepted the situation with 
good grace. Lately they are getting nasty and demanding service because 
they are war workers and think they should have first consideration. 

Have dental leaders a right to advise that in this emergency some luxury 
dentistry should be postponed and more attention given to groups and 
cases deserving of priority care? Right or wrong, may it not be wise to 
give more attention to this advice? 

Most dentists are working longer hours today. If, instead of filling this 
time with a tight schedule, every dentist would set aside a specified time 
every day for emergency cases it would solve this perplexing problem; and 
it would be a burden on no one. If every dentist would give priority groups 
and cases preference over luxury dentistry: that would also ease another 
difficult problem without too much hardship. Just a few conscientious 
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individuals doing these things cannot meet the situation, and in any case 
it is not reasonable or fair that they should. 

Perhaps the dentists who want to go along in the same old way are right. 
Perhaps the people who have neglected their teeth for many years have no 
right to complain when they seek relief and can’t get it. Perhaps parents 
seeking dentistry for their children shouldn’t expect it when the dentist 
can use that time for more remunerative work. Perhaps it isn’t fair to 
ask priority for war workers and high school students soon going into the 
armed service or industry. If so—then it would seem that our code of 
ethics is meaningless. 

At any rate it is today a patriotic duty to help keep workers on the job, 
and these people who have neglected their teeth are about 75% or 80% of the 
population. Maybe our dentist quoted above had something when he said: 
“I want to tell you that the temper of the people will create a means of 
obtaining necessary services, if not in a desired means then in any other 
means it can.” —W.R. DAVIS. 


IS WAR’S MALNUTRITION AFFECTING TEETH?* 


Eleven out of every twelve Greek babies are dead before they reach 
their first birthday, according to information contained in the Journal of 
the American Medical Association. The usual birth weight of infants now 
born in certain French communities is three pounds. The cause for such ap- 
palling conditions is malnutrition, and adults as well as infants, according to 
what we read, are showing severe effects of food shortage. 

What effect is this state of undernourishment having on the dental 
structures? Unfortunately, during the last year, when similar nutritional 
disturbances existed very few observations relating to the oral tissues were 
made; of course, knowledge in the field of nutrition was meager in 1918 
compared to now. The only report which we recall was that by J. Sim 
Wallace concerning the reduction of dental caries in a London suburb 
simultaneous with sugar rationing. A record of the caries incidence in 
five year old children was made annually for several years prior to, dur- 
ing, and after the war. The highest rate of dental decay, thirty-five per 
cent, existed shortly after the war began, the lowest, twelve per cent, 
soon after the end of the war, and thereafter the rate increased steadily 
to twenty-one per cent at the time the report was made. 

Dentists and the public are beset with statements about the value of 
this food factor, that vitamin or mineral, about unbalanced diets’ exces- 
sive carbohydrate, etc. In a paper recently submitted to a dental periodi- 
cal are the observations on a large group of people in India. These natives 
had been subjected to famine periodically and are now exposed to another. 
Yet, according to our information the only good thing about these people 
physically that the author could find was their teeth. 





*From the Chicago Bulletin, Oct. 1943. 
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Does this circumstance imply that proper food is unimportant to dental 
health? We believe not, but it does emphasize the present opportunity 
to collect mass data on the significance of the various food elements on 
oral health, not in laboratory animals or isolated human beings, but in the 
populations of the occupied countries who soon may be accessible for study. 
Probably there will be communities where previous dental records of the 
individuals will be obtainable «for comparative check with their present 
conditions. 

Competent personnel should be available in the Dental and Medical 
Corps of the armed forces to make these studies. If not, they could be 
secured. The effort should be cooperative, including dentist, physician and 
nutritionist. The project should be organized and directed under the aus- 
pices of some body such as the National Research Council, The Council on 
Food and Nutrition or the American Dental Association through its Com- 
mittee on International Relations in conjunction with the Army and Navy 
and Public Health Service. 

While the urgent need will be to supply these communities with food 
as they are taken over, the opportunity should not be lost for observing 
and reporting the effect of nutritional inadequacies on the teeth. The 
thought of taking advantage of the existing misery of other people may 
not be appealing, but if the pursuit of that advantage will benefit the health 
of this and coming generations it should be done and will turn a measure 
of this war’s evil into good.—Robert G. Kesel. 


Prepayment Program for Children’s Dentistry 


The Council on Dental Health of the Michigan State Dental Society, 
casting an eye on dentistry of the future under the proposed governmental 
( Wagner-Murray ) plan decided after the last annual meeting to delve into 
the matter to see what they might do about it or for it. It was agreed that if 
such a program were in the offing then dental societies should be prepared and 
in a position to guide its formation. And Michigan, in particular, being so 
fortunate in it endowments for children should by virtue of its available data 
be a likely state to initiate such a proposal. 

The committee when appointed was given the following assignment: 

1. Accumulate all the figures possible in Michigan on dental needs of 

children of the various age groups. 

2. Accumulate figures on the time necessary, together with costs, to 

supply services at different ages. 

3. Define services for a children’s program. 

Thus far, through correspondence, a questionnaire (the questionnaire 
follows), special conferences and one rather lengthy day and evening com- 
mittee session the following data has been decided and approved: 

1. Deciduous teeth should be cared for. 

2. The initial visit should be at 3 years. 
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3. Recall visit should be on a 6 mos. basis. 
4. Pulpotomies for both permanent and deciduous teeth should be ex- 
cluded from the program. 
5. Provision should be made for prophylactic treatment. 
6. Provision should be made for radiographic examination. 
7. Provision should be made for extraction of teeth by both local and 
general anesthetic. 
8. Provision should be made for special care and treatment of fractured 
anterior teeth, with or without pulpal invovlment. 
9. The filling material of choice is: 
Prior to 6 group—silver amalgam. 
6 to 12 and 12-18 group—silver amalgam and silicates. 


10. A fair fee for these services should be based on approximately two 


hours of service per child annually. 


11. Decision was deferred on “With what age group should the service 


mY 


a 


begin” and, “A yearly fee for orthodontic services” and “An hourly 


fee for dental services.” 
WALTER C. McBRIDE, Chairman. 


QUESTIONNAIRE 
Prepayment Programs for Children 
(Check the age groups and fill in blanks ) 
In what age group would you use these filling materials: 
Prior 6 12 
to6 tol2 to18 
a a ere ree 
ee eee 
SE eee reer rrr see 
3 Mid 5 wi fs tn eae 
US is kh accra dee eereeR eed 
hh site ink 5.4 Se nok whe 4 
In what age group would you recommend full 
I sie SK PN 5S Be Dey COSA Ss 


In what age groups would you recommend 
ese arora nar wlena nee 
How feoquentiy then?.................5... 
What anesthesia is best suited for extractions: 
EE Cr eee reer 
i 5 5.8 sedi aliens Scho CANA wdc 
6565 ag Heinen teen sees ee 
NID ss oo rene davatatensiass 
In which age group would you use anesthesia for 
ee ee ere 





Stns t manera nancies a SO 


10. 


11. 


32. 


13. 


14. 


. 


16. 


17. 


18. 


19. 


20. 


21. 


Journal of Dentistry for Children 27 


. How frequent should be the recall for prophy- 


laxis and examination? 3mos............ 
ANOGS oes ace ws 


0 eee ice) Caen Jf 
In restoring fractured permanent anterior teeth which do you use? 
I eo o5 gli nhc keene oe 9A RRO EE 
I I I on ike ase y seen eruween dees whens 
MIE OO I 5 So p65 i heen Hee aaa HOKE ee 


Would you recommend space maintainers for: 
pS REPEL ELT Te eee Te PETE eT TOL Terre 
ESS Te eT See 
What sterilizing agents would you use in: 
iis 0 es hg 8 4 8 ea nee ees 
Ee Oe ee ee eT 
To be more specific than “prior to 6,” 
at what age in an insurance plan would you 


C. Or would you only disk away the contact areas?............... 
Would you reduce silver nitrate on the above disked surfaces?...... 
Would you recommend silver reduction only on 


: in permanent molar teeth?..... 
There are a number of restorations such as full and partial dentures, 
removable and fixed bridges and various types of crowns which must be 
considered and can be part of the discussion in the committee meetings. 
Apparently there can be no very fixed rule for their use unless it be an 
age variation or limit. State here any thoughts you have concerning 
them. 
(Question 2) What percentage of children in these age groups need 
dental attention? Or, if you have available records, what are the opera- 
tive needs? 
(Question 3) What operative time is required per year to care for these 
needs? In age groups or an over all period. 
(Question 4A) Based on the above time requirements, and your idea 
of a fair hourly fee for a dentist, state a yearly fee. In age groups or an 
over all period. 
(Question 4B) How much should be added to the annual operative 
rate per child to care for those with orthodontic requirements? Or, how 
much should be allocated to each child requiring treatment? 
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A.S.D.C. News and Views 


SECRETARY’S MESSAGE 


The message to be offered at this time is essentially no different than 
that presented last year in the first issue of The Journal. Yes, dues are again 
payable. Your Secretary will appreciate it a great deal if EVERY ONE will 
immediately remit his $3.00 payment upon receipt of the statement. We 
are all busy within the full limit of our ability to cope with demands on our 
personal time, and prompt payment will reduce stenographic and postage 
expense. Immediate payment will also prevent “forgetting” and being later 
dropped due to delinquency, with interruption of the continuous arrival of 
the Journal. 


As formerly, the State Unit Secretaries have received their group of 
statements for mailing to the membership. The Secretaries are to afix 
thereon the unit dues, and then mail them out promptly. Check the accuracy 
of the address on these statements as there may be changes of which I as 
Secretary of the parent body have not been advised. Remittances of state 
unit members in excess of $3.00 received here will be refunded to the unit 
treasurer. Any A.S. D.C. member included in the A. S. D.C. list but not in 
your unit files should be contacted and enrolled in the unit. Such correla- 
tion will help a great deal in avoiding embarrassing mistakes and inad- 
vertent errors. 


With each publishing of the Journal of Dentistry for Children there are 
many issues returned “Incorrect Address”. If you do not receive your issues 
of the Journal during the year—two before July and two before December— 
the chances are that either you didn’t send that $3.00 check and you've been 
dropped as delinquent or you didn’t change your address with me as Secre- 
tary when you made “that move.” Members who have entered the Service 
will continue to receive their Journals so long as they keep me posted on 
their location and so long as they are based in this Country. 


Co-operate with your Secretary and Editor in our efforts to serve ef- 
ficiently and satifactorily in the interest of all individual members and the 
Society itself. 


MAIL THOSE DUES NOW—$3.00. 


R. M. ERWIN, Jr., Secretary 
613 Corbett Bldg., Portland, Ore. 
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THE MASSACHUSETTS UNIT REPORT 

During the course of the past year, the Massachusetts Unit of the Amer- 
ican Society of Dentistry for Chrildren has enjoyed monthly luncheon 
meetings. 

Group participation has been stimulated by each member discussing 
current problems in dentistry for children. 

Several guest speakers have met with the group. Among them was 
Mr. Herman Brase, Professor of Psychology, State Teacher's College, Lowell, 
Massachusetts. His subject, “The Psychology of Fear,” met with such ap- 
proval by the group that a presentation will appear in a future issue of this 
Journal. 

Catherine F. Ronan, D.M.D. 
Bailey B. P. Chadbourne, D. M. D. 
Harold Berk, D. D. S. 


NEW YORK STATE UNIT REPORT 

The annual luncheon meeting of the New York State Unit of the Ameri- 
can Society of Dentistry for Children was held at the Hotel Syracuse, N. Y., 
on May 21, 1943. 

The following are some of the outstanding leaders devoted to the cause 
of dentistry for children, who were present at this meeting: 

Dr. Harvey J. Burkhart, Director, Rochester Dental Dispensary 

Dr. John Oppie McCall, Director, Guggenheim Dental Clinic 

Capt. C. Raymond Wells, President, American Dental Association 

Dr. James T. Ivory, Past-President, Dental Society of the 

State of New York 

Dr. Leon L. Abbey, President, Dental Society of the State of New York 

Dr. David B. Ast, Assistant Oral Hygiene Director, New York 

State Department of Health 

Dr. Elmer J. Pammenter, Chief, Operative Division, 

Rochester Dentral Dispensary 

The New York Unit, in its desire to fulfil the purpose of the Society to 
advance and disseminate to the profession and the public, knowledge of all 
phases of dentistry for children; and in particular, its relation to general 
health, has pledged to act on all proposed suggestions as follows: 

(1) Complete cooperation with the A. D. A. Council on Dental Health 
in projects relating to High School Victory Corps, public dental health 
legislation, and dental health education for dental practitioners. 

(2) Establishment of a standard procedure to permit children to attend 
to their dental needs during school hours. 

(3) Establishment of a national and state dental health day. 

(4) Active representation in district societies, state and nation- 
al organizations. 

(5) Active cooperation with all state and national health agencies and 
child welfare organizations. 
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(6) Presentation of group clinicians (Dentistry for Children) at state 
and national dental conventions. 
The following officers were elected to serve the Society through the en- 
suing year (1943-1944): 
Dr. Robert L. Heinze, President 
Dr. Elmer J. Pammenter, President-Elect 
Dr. Jacob Z. Strum, Secretary-Treasurer 
127 Beverly Road, 
Brooklyn, N. Y. 


Dr. Ewing C. McBeath* 


The dental profession has been enriched many times by men who have 
joined its ranks after having begun their careers in other fields of endeavor. 
Such is the story of Dr. Ewing C. McBeath, Professor of Dentistry here at 
Columbia University. 

Dr. McBeath was born in a small town of Eau Claire, Wisconsin, in 1884. 
He embarked upon a business career, graduating from business college in 
1901. For the next five years, Dr. McBeath was the court reporter of Wash- 
burn, Wisconsin. 

It is not easy to transfer one’s plans and ambitions abruptly from one 
field to another far removed, but Dr. McBeath was unsatisfied with his 
work—it meant taking orders and aborting initiative. He therefore entered 
the School of Dentistry of the University of Minnesota and was graduated 
in 1910. 

During the next six years’: Dr. McBeath practiced dentistry in Spokane, 
Washington. He then became interested in the borderline studies of dentis- 
try——subject matter that is in the no man’s land between the practice of 
dentistry and the practice of general medicine. To further his knowledge 
of these subjects, Dr. McBeath entered the Medical College of the University 
of Minnesota. He received the degrees Bachelor of Science in 1919, Bach- 
elor of Medicine in 1921, and Doctor of Medicine in 1922. During the 
next two years, Dr. McBeath visited and worked in pediatrics clinics in 
Vienna, Berlin, Paris, and London. 

With this wealth of knowledge and experience, Dr. McBeath then began 
the practice of pediatrics in St. Paul, Minnesota. In 1929, he was invited 
to become a member of our faculty, being appointed Associate Professor. 
In 1936, he was made Professor of Dentistry. 

Columbia dental students make the acquaintance of Dr. McBeath in 
their senior year. He conducts two courses — Dentistry for Children and 
The Practice of Medicine, —subjects for which his educational and practi- 
cal background is particularly suited. Upon the word of graduates, these 





*Reprinted from the Columbia Dental Review, Oct. 1943 
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are important courses. The Practice of Medicine is particularly pertinent 
now; in Army service, a dentist can never be quite sure what duties he will 
be called upon to perform. In normal times, Dentistry for Children is an 
important part of building a successful dental practice. It is interesting to 
note that Dr. McBeath was one of the formost pioneers in the field of pedo- 
dontics. While other professional men scoffed, he preached and practiced 
the importance of attending to the dental ills of the child to ensure dental 
and systemic health of the individual in adulthood. 

Dr. McBeath has maintained a wide range of interests and activities. 
He is a member of the American Medical Association, the American Dental 
Association, the American College of Dentists, Xsi Psi Phi Fraternity. Omi- 
cron Kappa Upsilon (the national honorary dental fraternity), and Sigma 
Xi (honorary society for the advancement of science). Since 1930, Dr. 
McBeath has been engaged in research on the problems of dental caries. In- 
cidentally, the Columbia Dental Review owes him a debt of gratitude for the 
work he has done as faculty advisor. 


N. Y. ESSAYIST 

Essayist—Louis R. Stowe, D. D. S., New York, N. Y., Associate Professor 
of Dentistry, Columbia University. 

Subject—The Responsibility of the Dentist to the Child Patient. 

Synopsis—Post-war public opinion will demand more extensive dental 
care for the child. The general practitioner must be able to provide such 
service. Operative dentistry for children can be made both stimulating 
and remunerattive. Operative procedures including pulp management and 
local anesthesia will be discussed. 


On the Greater New York Meeting Program 


William R. Davis, D.D.S. 
Michigan Department of Health, Lansing, Mich. 


The American Public Health Association, which was organized in 1872, 
has had a continuous growth, until today it is a large organization with 
many different sections representing various groups engaged or interested 
in public-health promotion. Dentistry, which came into the public-health 
picture only recently, was not represented in the early years. Fifteen or 
twenty years ago a few dentists became members of the Association, but 
dental topics were a rarity on the programs at annual meetings. 

In 1937 an effort was made to increase the representation of dental- 
health workers, and an informal luncheon for those attending the annual 
meeting in New York City was held to consider the desirability of request- 
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ing the creation of a dental section. After thorough discussion the majority 
sentiment was against asking for a separate section until more dental-health 
workers were members or fellows of the Association. Consequently it was 
voted to proceed informally as the “Oral Health Group,” with a chairman 
and secretary; that an effort be made to get more of those interested in dental 
public health to join the Association, as members of existing sections or 
unaffiliated; and that meanwhile the “Oral Health Group” use its influence 
to have dental topics presented appropriately in meetings of existing sec- 
tions. That arrangement has continued until the present year, with increas- 
ing interest in the ultimate formation of a dental section. At the annual 
meeting at Atlantic City, in 1941, a motion was passed by the “Oral Health 
Group” asking that a committee be appointed to explore again the desir- 
ability of seeking the creation of a dental section. 


In 1942, in St. Louis, this committee reported that there was still some 
division of opinion and put the matter before the group for thorough dis- 
cussion. A large majority of those present believed that the time had 
arrived to ask for the creation of a section, which would give dentistry equal 
recognition with other sections as an important branch of public-health 
promotion and also aid in arranging joint meetings with other sections. 
A motion was passed almost unanimously that a committee be appointed 
to present a petition to the Governing Council of the Association for a 
dental section. The petition was presented to the Council at an ensuing 
meeting and, receiving a very cordial reception, was referred to the Execu- 
tive Committee for a report and action in 1943. 

At the annual meeting of the A.P.H.A. in New York City, the matter 
came before the Governing Council on October 13 for final action. Con- 
siderable promotional work had been done previously by members of the 
“Oral Health Group” to acquaint the Council with the desirability of 
favorable action. The Executive Committee’s report recommended the 
formation of a Dental Health Section. Several members of the Council 
spoke favorably and none against. A motion to approve was passed without 
a dissenting vote. 


Following this action members of the “Oral Health Group” in attendance 
elected the following officers of the new section for the ensuing year: 


Chairman—kK. A. Easlick, D.D.S., Michigan; 
Vice-chairman—J. M. Wisan, D.DS., New Jersey; 
Secretary—W. J. Pelton, D.DS., U. S. Public Health Service. 


The creation of the Dental Section gives dentistry representation in the 
Governing Council of the A.P.H.A., since the chairmen, vice-chairmen, 
and secretaries of sections automatically become members of the Council. 
Thus dentistry passes another historic milestone of recognition as a neces- 
sary and important health service. 





